Objective: Mbujimayi like the other African cities where the environmental, social and economic problems, promote the development of urban pathology, several factors limit or promote access to quality health care services especially for slum dwellers. The objective of this study was to analyze factors associated with seeking care in this city. Material and Methods: This study was conducted in 2010 on the therapeutic use in six health zones of the 10 areas that make up the urban medical district of the city with a cross-sectional survey of 386 households. To study the association of different factors, we relied on crosstabs and statistical associations: we connected, one by one, the independent variables to those characterizing the use of care; we evaluated the significance of the statistical relationships subjecting the consequences we assume they induced the chi-square test. The degree of significance of the associations has been indicated by the value of p < 0.05. Data processing was carried out using the software Epi-Info 6 version 3.5. 1, 2008, and Excel for tables. Results: The results show that therapeutic routes are as diverse as health care supply is varied. It appears from this study that 94.8% of households had at least one case of disease, 70.5% used modern health care, 17.1% consulted traditional healers, 4.3% practiced self-medication and 8.1% gave up to care. 70.3% have resorted to private structures, 85.7% used private structures. The corresponding description said the gender of the household head, sex and age of the patient, the level of education of the household head, the distance, the supposed cause of the disease and care of financing are fac-How to cite this paper:
Introduction
The Universal Declaration of Human Rights (1948) argued for everyone "the right to a standard of living adequate for the health and well-being of himself and his family." The right to health is thus one of the fundamental human rights.
However, there is still around the world, the existence of major disparities in access to care. This problem largely depends on the type of health system, its organization, its funding and the fact that it favors or not the social protection systems regardless of their financing. In Africa, analyzes of health reforms of recent decades all lead to the same conclusion: The fair aspect of public health policy has been neglected and the first concerns of the players focused on the generalization of care across a wide coverage Geographical [1] [2] [3] .
Indeed, the different policies (Primary Health Care, Alma-Ata in 1978; cost recovery; Bamako Initiative in 1987) have generalized the pricing of medical procedures and the sale of drugs, from basic care to the care hospital. These policies on the one hand, strengthened the quality of care available, but on the other hand, made them easily accessible at a fraction of the population [4] [5] . The fundamental goal of health for all can only be achieved in these conditions.
Inequalities in access to care are alarming: according to the global report of the United Nations Development Program (UNDP), 2.5 billion people lack access to basic health facilities [6] .
A study on the capitals of five countries in West Africa (Ivory Coast, Guinea, Mali, Niger and Senegal), found that 52% of patients reported using modern health care in primary care. The poor were significantly less use of modern care than wealthier people (54% vs. 67.7%) [7] .
Another cross-sectional survey conducted a few years later in Burkina Faso from 1604 households (12,775 people) , revealed significant different inequalities in access to care. More than half of sick people from households income quintile highest used public services by the end of first week of illness episode, while less than one in four did among households the poorest. Two weeks after the onset of the disease, one in two men visited a public health facility for care while in the case of less than one in two women [8] . In all these studies, the authors focused on more financial capacity as if it would be the only barrier to access to care. The unequal access to care is highly dependent on where you are. In some countries, particularly in developing countries, barriers accumulate for people who need access to health care: difficulties in finding certain drugs stock outs, lack of sanitation or treatment, lack of qualified medical personnel and information exchanges, or the long distances to reach a health center often compounded by an environment of insecurity and we add the lack of money and the high cost of care.
Beyond the influence of age, gender and health status, socioeconomic characteristics and the benefit of a supplementary health insurance affect health care consumption. While the structure of consumption of people from socially advantaged rather turned towards outpatient care, the more modest, tends to focus on care to the hospital. Medical consumption increases with the cultural capital.
Cultural factors are partly responsible for differences in health behavior of individuals to the extent that they reflect very different lifestyles [9] [10] [11] . To these factors may add the expected competence of the care provider [12] .
Despite commitments and various health reforms that have succeeded in DR
Congo, the population's health status is far from brilliant, whatever the health indicator used and the weak results on efficiency benefits show that many problems still exist [13] . Added to this are the prevalence of epidemic and endemic diseases (malaria, cerebro-spinal meningitis, measles, ARI, diarrhea, whooping cough), HIV/AIDS, tuberculosis… which are the basis of the excessive load morbidity and mortality.
While these health problems exacerbated by the multifaceted crises cause strong because demand for care including poor living conditions, personal and public hygiene, malnutrition, etc., the health infrastructure of the city Mbujimayi like the other cities in Africa, are increasingly unable to meet this demand due to dilapidated infrastructure, lack of equipment and medicines, to demotivation of staff, etc. Most of these health facilities are private. The existence of this offers varied care and can lead to a multitude of possible therapeutic remedies often cause a poor use of health services. This diversity of supply of care, adds an even greater diversity of care of an omnipresent traditional medicine. Thus, one bad match various therapeutic offers, between which the patient must choose at least adopt them all. A key aspect of environmental health problems is the simultaneous and frequent recourse to both care system, the modern and traditional therapy system that are sometimes complementary [14] .
The objective of this study is to analyze the factors that are associated with inequalities in access to health care Mbujimayi.
Method
The study population included 369 households in the city of Mbujimayi.
As part of our study have made use of probability sampling, precisely the proportionate stratified random probability sampling. The ten health zones that make up the Mbujimayi Sanitary District have formed strata and health areas of Open Access Library Journal sub-strata. This is a cross quantitative study used a correlational design specifications to describe inequalities in access to care and associated factors
Were in our sample households capita health areas selected for roughly three months before the passage of the investigators and who agreed to participate in the survey.
In order to mitigate the risk of non responses that could occur in such studies, and not to fall below the minimum size that ensures accuracy in estimating the parameters, we added 5% or 20 units of sample as "Not responding" what brought our sample to 400 households. These households were distributed proportionally to the population size of each of six selected health zones.
In this study, the raw data collected and recorded on the instrument were compiled and entered.
The calculations of percentages, proportions and means were conducted among groups.
To study the association of different factors, we relied on crosstabs and statistical associations: we connected, one by one, the independent variables to those characterizing the use of care; we evaluated the significance of the statistical relationships subjecting the consequences we assume they induced the chi-square test. The degree of significance of the associations indicated by the value of p.
Data processing was carried out using the software Epi-Info Version 3.5. 1, 2008, and Excel for tables.
Ethical Considerations
This study had been approved by the Interuniversity Ethics Committee of the city of Mbuji-Mayi. Then free and informed consent was obtained in writing for any caesarized woman who participated in the study.
Results

Respondents Socio-Demographic and Economic Characteristics
The results recorded in the 
Diseases State in Households and Characteristics of the Patient
In 
Behavior of the Population to Morbid Phenomena
In Figure 1 , we see that 70.5% of households had at least one case of disease have resorted to the hospital or health center. While 17.1% used traditional medicine, 8.1% remained without care and 4.3% practiced self-medication (Traditional and modern). Other (Church kinship …) 9.7 9.7 Figure 1 . Distribution of respondents according to the behavior in households for illness. Figure 2 shows that 71% of households have resorded to private structures cas against 29.4% who were in the state structures.
From observation of Figure 3 , we can say that among the 260 households with at least one member used a modern health service in case of a health problem in the last three months of the survey, 70.3% have resorted to private structures against 29.6% for state structures. The reasons given for the choice of private The results in Figure 4 indicate that 80.7% of those who had not used the modern care cited lack of money as a result, 12.8% because of distance, lack of transportation, 4.6% were prevented by religious prohibitions, customary and 1.8% for reasons mistrust vis-à-vis modern care. 
Results of Bi-Varied Analysis
Analysis of the results of the Table 3 reveals a significant difference for the age of the household head, the patient's age and occupation of the household head.
The difference is very significant for the sex of the patient, the head of household, distance and etiological belief care financing terms (p < 0.05). 
Discussion
The 
Respondents Socio-Demographic and Economic Characteristics
Regarding the gender of household head, we found that 80.2% of households were headed by men. Not far different from the social situation of the province, these observations are slightly higher than those presented nationally in DCSRP [13] , which are the proportions of households headed by men and women respectively and 86.2% 13.8%. This profile is characteristic of the social organization of the people in our environment where traditionally dominated patriarchy. Open Access Library Journal situation from that of the interior of the province, where 65.6% of the population lived in more than 10 km from the first level of care structure [6] .
In terms of education level, 50.4% of household heads had a secondary or higher education and 9.2% had never been to school. Compared to the investigation 1-2-3, these results seem more less lower for illiterate (12.7%) [16] .
The vast majority of households surveyed were of Christian faith (79.1%).
According to the supposed cause of the disease, one in two respondents believed that it is the biomedical because that was the origin of the disease in the household and 16% thought a supernatural or metaphysical cause.
Morbid States and Household Behavior
The proportions of households experienced at least one case of disease during the last three months preceding the survey (94.8%), seemed twice those found at Cilenge (45.9%) [17] . These low levels of sick Cilenge which is a rural health zone over the city of Mbujimayi, be justified by the fact that the survey Cilenge came just months after the end of support in this part PS9FED province health, which would have made access to easy care and therefore improved health status of the population. The vast majority (84%) cases of disease were linked to biomedical origin, that is to say that can be cured by modern medicine against 16% who were considered to be of supernatural cause (or metaphysical) where the situation envisaged happening to regain health, usually through the use of healers, magicians, herbalists The majority of people sick in the household was represented by those aged 0 -5 years (40.7%). This could be explained by the fact that children 0 to 5 years are more exposed to certain childhood diseases. The male patients were more affected with (58.3%). This would be linked to the activities which engaged the man who sets out to develop certain illnesses and accidents explained by the fact that children 0 to 5 years are more exposed to certain childhood diseases. The male patients were more affected with (58.3%). This would be linked to the activities which engaged the man who sets out to develop certain illnesses and accidents explained by the fact that children 0 to 5 years are more exposed to certain childhood diseases.
As for the behavior towards the disease, the households surveyed did not have the same behavior. A good part of respondents sick (8.1%) said they had not used a modern health service. These results are slightly higher than Cilenge [17] and Cameroon [10] , 17.1% of patients had used traditional care. These results are lower than those found in Kinshasa (21%) [18] . Private health structures were the main resort. This behavior confirms the thesis that the health system of DRC remained during the recession observed thanks to the efforts by churches and private. Our results confirm some studies [16] [19] that the variety of therapeutic itineraries observed in most countries in Africa, Then they face related diseases urbanization in Africa, few people seem to go to public health centers.
Different hypotheses may explain this trend as a lack of access to modern health facilities (distance, cost) or a particular perception of these diseases that would Open Access Library Journal bring the sick to other remedies (self-medication, traditional healers).
The organizational and functional factors of health facilities have a significant influence on the decisions and choices about therapeutic routes. The attitude of health staff perceived as unfriendly and unwelcoming visibly vis-à-vis patients, high absenteeism or delays at work, poor clinical diagnoses, lack of attention to the complainants, unequal access to resources available in the health centers, etc. are considered as obstacles that limit the use of nursing facilities. For these reasons a sick person living near a health facility rather go get check into another located in a very remote distance requiring cost and travel time, simply because it is guaranteed to find a proper management and quality care service [3] [17] . In our study, several reasons have advocated the choice of a health facility.
As they face the disease, few people seemed to see in public facilities (29%).
Different reasons can explain this trend as a lack of access to modern health facilities (distance, cost) or a particular perception of pathology that would bring the sick to other remedies (self-medication, traditional healers …). These reasons care structure choices have been mentioned in other African studies [17] .
In this study, it is the financial reason which is the first barrier (80.7%).
Results of the Bi-Variegated Analysis
Regarding the factors associated with these various therapeutic routes, the results obtained in this study indicate that the use of modern care is related to the sex of the household head. Patients belonging to households headed by men had more luck access to modern care as those belonging to households headed by women (P < 0.05). By cons, members of households headed by women used more traditional medicine (P < 0.05).
However, members of households headed by women were more likely to abandon treatment (P < 0.05). The results of empirical work COMMERYAS C. and Jean Rolin NDO [10] had also found the gender of household head had an influence on the demand for care. By cons, seeking care had no significant relationship with the gender of the household head to Kadutu (southern South Kivu/DRC) [20] .
The age of the household head does not affect the use of modern treatments (P> 0.05). These results corroborate those of Mushagalusa SP, [20] who had not also found a significant relationship between the age of the household head and recoures care in his study Kadutu (South Kivu).
However, age of household head significantly influences seeking care for illness in the household. It is observed that people belonging to households whose head is under 30 have given more to health care (P < 0.05).
The individual's gender is a typical variable used in studies that seek to explain the inequalities of access to health care. In our study a significant association was found between access to care and sex of the individual. Women are more advanced to modern care than men (P < 0.05). Conversely, men are more used to traditional care than women. Men were more applicable self-medication than Open Access Library Journal women, also for non-consultation. If in our series our results corroborate those of Slim Haddad and Adrien Nougtara Valery Ridde [8] in Burkina Faso on the link between sex and access to care, they are different from the past that have shown that men have access more than women medical care. Most studies analyzing the effect of age on access to care, confirm a relationship between the age of the individual and access to care [5] [9] . In this study, we observe that it is the children from 0 to 5 years for which the use of modern care is more important (P < 0.05). And access to modern care decreases with age of the individual. Our results support [21] , which demonstrated that the age of the individual acts negatively on access to care. All things being equal, the more the age of the individual increases more he gives to care. In other words, we give more access to care for children compared to adults. However, G. PIASER and Denis Raynaud [22] , led to results opposite to modern medical consultation in France. They found that the age of the individual acts positively on the use of modern medical care. In other words, most people are older, the more they suffer from diseases whose treatment would require the services of modern medicine that have more powerful equipment.
While, whatever the age of the individual, the use of traditional care, self-medication and the renunciation of care remained the same.
The activity in which the head of household does not influence access to care (P > 0.05). However, the fact of belonging to a household headed by a leader who is part, have more recourse to medical specialists compared to the peasant, worker and employee.
When the householder has the level of education highest practically important part of sick people made use of health care. In this study, we observed that the level of education influences the householder access to modern treatments (P < 0.05). Although these results are contrary to some studies [20] which found no significant link between access to care and the level of the household head, by several African authors against revealed a significant link between level of education and the use of health care [14] [23] .
The results of this study show no significant difference between religion and access to care. These results are in contrast to Eurelian Franckel [15] , according to which the Christian faith was associated with external use in the direction of traffic.
Studies show that economic considerations are found to have a significant weight in the type of treatment used to induce and inequities in access to care between different income households [24] [25] , Although other studies attempt to demonstrate that the level of income does not necessarily determine the use of health services [10] [26] . For some patients, the financial constraints are an obstacle to access to modern care that the physical barrier, given the existence of an acceptable geographic accessibility. Therefore, the decision to use a first-line self-medication or traditional therapy is more related to cost or free care to a rational therapeutic choice. These types of remedies are expressed through their soft and flexible approach including the financial capacity of the patients and considered ways to minimize expenses for care and manage such "domestic" the health of family members [14] [27] [28] . Our results clearly show that households reporting a more than 150 US dollars monthly income are more likely to have used the services of a professional public or private care during their episode of illness (P < 0.05). Conversely, the use of traditional medicine, self-medication or the renunciation of care was a fallback for the poor. All things being equal, the propensity to use the services of a professional in an episode of illness, is almost three times higher in families in the quintile of highest income than it is in those quintile of lowest income. Work Slim Haddad, Adrien Nougtara Valery ridda [8] , Daniele DUCHESNE [29] . Unlike the theoretical framework, in our study the household size does not influence access to care. Attitudes to the disease are the same in every household, no significant association was observed regardless of household size. These results conform to the studies that have not found a significant link between access to care and household size [2] [20] . The use of health services may be related to the distance, and attendance is often the most important for neighborhoods with a health facility. Substantially, the distance to the structure of care influences the use of modern care. The people traveling less than 5 km to reach healthcare facilities are more likely to access modern treatments (P < 0.05). However, it should be noted that the level of utilization of health centers also depends on the type of pathology. Our results are consistent with many studies that have shown that indeed the consumption of modern health care, decreases with distance [7] [30] .
Sovery significantly, the supposed cause of the disease influence significantly the use of modern health care. Thus, most attributed to the biomedical causes disease, the more we made use of modern health care (P < 0.05). Conversely, diseases supernatural or metaphysical causes are more oriented to traditional medicine or exorcisions by prayer. The same have also been made in rural areas of Senegal by FAYE SL LALOU R. and A. ADJAMAGOBO, [31] which showed in a study on therapeutic practices in malaria cases in children under 5, parents resorted mainly to modern medicine for fever. But when the child was the seizure, Malaria was once perceived as a supernatural cause and the child was unfortunately led to the traditional healer or to the marabout. This fact had already been stated by others indicating that in African societies, the cultural distance between the population of health services is sometimes more important than the physical distance [32] .
The choice of action may also be highly dependent on the perception of a serious nature of the disease modifying therefore the attitude of people who do not react upon the occurrence of a morbid episode apparently banal. Often it is the worsening state of health leading to an appeal "specialized" (healer or clinic), the choice depends on the perception of the disease [3] [25] . Popular representations trivialize fevers that occur and explain that the disease runs in first domestic way through self-medication [31] [33] . The universe of the patient moves progressively towards the traditional healer or health facility staff when the use of tradi-Open Access Library Journal tional remedies s' proves ineffective and the disease begins to enter a critical and delicate stage. Thus, the perception of disease severity character changes the attitude of the people. This then encourages them to go to a resort "special" rather than "domestic". These attitudes to the disease for understanding why households do not consider some cases of serious diseases such systemically to resort immediately to health services as they emerge. However, whether educated or not, patients have all tend to resort to a consultation when the state of their health is getting worse or for serious conditions immediately.
In this study, the care financing modality was an important factor influencing access to care. Access to modern care was higher for households where the heads are able to support themselves (P < 0.05). By cons, those whose costs are borne by the employer, longer be used traditional care, or given to health care. These results are consistent with the view that the exclusion of large proportions care is linked to all the provisions and operation of a health system in which lack of social protection and the introduction of the principle of user pays are directly place the burden of health spending on families. The pricing of services is a source of exclusion and inequity and this has been repeatedly demonstrated.
Conclusions
The DRC has ratified and acceded to several international instruments guaranteeing the right to health. Despite these commitments, the population is enormous health problems including unequal access to health care.
In this descriptive cross-sectional study, we set as a basic objective of determining the social factors that are the basis of access to health care inequalities.
To achieve this, we have described the sociodemographic characteristics of the households, identify behaviors of the population to the disease in the household and determine the knowledge of the population's right to health. Above all, it was imperative to know the living conditions of households in the city of Mbujimayi. Why the third chapter began with a description of the characteristics as demographic, economic, and the behavior of people facing the disease.
The results of this study have shown that socio-demographic and economic characteristics identified do not predispose this population to a good use of health services and in the current conditions it would be difficult, if not impossible to make fair the use of health services in the city of Mbujimayi.
The results of this research deliver more information on the one hand the problem of not seeking care, and secondly that the choice of the type of care.
The measure of inequality of access to health care through the three types of care (Care modern, traditional care, self-medication) shows that they are of different magnitude according to sex, age, occupation, education level, distance, and supposed state because of the disease, mode of care by households financing.
From the correlation analysis results, it was found that the following sociodemographic and economic factors: income, gender and age of head of house-
